(ii) no evidence of any inflammation (no features of i, iii, or iv); (iii) focal true mucosal ulceration with polymorphs; (iv) serosal/peri-appendicular inflammation (usually with polymorphs) with no evidence of any appendiceal mucosal/submucosal inflammation; (v) features as mentioned, with the noncarcinoid tumours being described as outlined by Williams and Whitehead.'
These distinct groups ought to remove the situation seen in this study where, with the previously used terms, the reviewing pathologist disagreed with their own initial interpretation in 15 cases. However, this was never enough to alter a case to, or from, a definite "acute" diagnosis. Those appendices which show no evidence ofany acute inflammation fall into the "normal" category, in that no features are seen to account for the clinical symptoms. We are now using these five categories for reporting appendices, and they are preferred by our requesting surgeons.
These categories indicate clearly ifthere is an early or acute appendicitis, and that the clinical symptoms are due to the appendix. If there is peri-appendicitis then the cause for the peritonitis (pelvic inflammatory disease, perforated bowel, etc) must be sought. If the appendix exhibits no inflammation at all ("normal") then, again, the cause for the symptoms probably lies outside of the appendix, although Enterobius vermicularis could account for appendiceal related pain in the absence of histological inflammation. This study also highlights the difficulty in deciding exactly what constitutes an early true appendicitis as minor degrees of inflammation can be seen in appendices from patients with no clinical symptoms.45 At present, category iii has to be defined by focal true mucosal ulceration with polymorphs. We are currently undertaking a detailed histological study of appendices in an attempt to define features which can be used to diagnose such true early intrinsic appendiceal inflammation prior to mucosal ulceration, and this will be reported shortly.
